The rare case of a sailor with uncontrolled diabetes who presented with emphysematous cystitis is reported. Emphysematous cystitis was detected by means of bladder ultrasound and the patient surprisingly remained without fever and in a good general state of health. The causal bacterium was not able to be isolated because the patient had begun early antibiotic treatment and had also undergone conservative surgery.
• RESUMEN

Se reporta el caso poco común de un marinero con diabetes mellitus descompensada que se presentó con una cistitis enfisematosa evidente en un ultrasonido de la vejiga, quien de manera sorprendente se mantuvo en excelente estado general y afebril. No fue posible aislar ninguna bacteria causal por haberse iniciado antibióticos en forma temprana y además fue tratado con cirugía conservadora.
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• INTRODUCTION Emphysematous cystitis is very rare and manifests as severe bladder infection caused by gas-producing organisms that presents with subtle symptoms despite the seriousness of the infection and is seen in diabetic and immunosuppressed patients.
• A CASE REPORT
The patient is a 53-year-old sailor, with high blood pressure, type 2 diabetes, presenting with pain of 3-day duration in the right iliac fossa and hypogastrium. There was macroscopic hematuria, dysuria and bladder voiding difficulty with no history of pneumaturia. He was treated at sea with 2 g ceftriaxone IV per day, 500 mg ciprofloxacin oral b.i.d., 500 mg metronidazole t.i.d. and insulin. He was taken by helicopter to the San José Hospital CIMA in stable condition. Patient was examined in the emergency room and bladder was found to be distended to the umbilicus with no urinary retention. Prostate was small, edematous, soft and painful. Patient's general condition was good and he had no fever. Laboratory work-up reported glycemia 257 mg, creatinine 2.55 mg, leukocytes 13,060 with no bands and normal prostate specific antigen (PSA). HIV and hepatitis B and C tests were normal. Ultrasound study showed the presence of gas inside the bladder mucosa and radiologic diagnosis was emphysematous cystitis. There was no previous history of pneumaturia or gastrointestinal symptoms suggestive of colonic diverticulosis. There were no previous symptoms of urinary obstruction.
Patient had important sexual dysfunction due to diabetes mellitus. Initially a urethral catheter was placed to measure diuresis and medical treatment was begun with 250 mg meropenem every 12 hours. Paraphimosis was manually reduced at 48 hours. Colonoscopy was negative for diverticulosis and colon cancer and no enterovesical fistulas were found. Control ultrasound 3 days after admittance showed an abscess in the bladder and pelvis with severe edema in all bladder layers and perivesical fat and intraparietal gas (Image 1). Physical examination revealed edema of the scrotum and lower limbs due to lymphatic compression from a pelvic mass. The patient was taken to the operating room for exploration and under anesthesia a large inflamed mass was palpated in the entire hypogastrium up to the umbilicus and there was no urinary retention. Edema and severe signs of inflammation in the entire thickness of the bladder and perivesical fat were found. There were no enterovesical fistulas or purulent matter (Image 2). Debridement of the inflamed tissue, principally from the bladder mucosa was carried out and bladder biopsies were taken. A suprapubic cystostomy tube was placed and tissues were washed with oxygenated water, iodine and an antibiotic solution consisting of gentamicin and cephalosporins. Penrose drains were left in the perivesical and Retzius spaces. There was postoperative edema and skin cellulitis in the wound and areas of ecchymosis in the abdomen. The patient remained without fever and his general state was good. Urine cultures and aerobic and anaerobic cultures of the inflamed tissue obtained in the operating room were negative and no causal bacterium was isolated. Creatinine decreased to 0.75 mg/dL and serum leukocytes dropped to 9,550. Bladder biopsies reported acute severe emphysematous cystitis (Image 3). There was no surgical wound infection and patient had improved after one week with a reduction in the hypogastric mass and disappearance of edema in the genitals and lower limbs. He was transferred by air to Portugal where progressive improvement in the subsequent days was reported.
• DISCUSSION Emphysematous cystitis is a very rare entity characterized by the presence of gas in the bladder Image 1. Bladder ultrasound showing thickening in all bladder layers and perivesical tissue along with the presence of gas below the bladder mucosa.
Image 2. Macroscopic image of the bladder taken during surgery that shows the thickening of all bladder layers due to severe cystitis with severe perivesical inflammatory reaction. wall and neighboring tissues. Its clinical manifestations vary from asymptomatic patients who only present with radiological findings to severe cystitis symptoms associated with a high death rate. 1 There is double the frequency in women. Glycosuria from diabetes mellitus acts as a fermentation substrate for gas-forming bacteria in these patients and up to 50% of them are diabetic.
Patients whose immune systems are compromised, who are kidney transplant receptors, who present with recurrent urinary infection, estasis, neurogenic bladder, and liver disease are also at risk for this pathology. Clostridium perfringens anaerobic bacteria and some species of Candida albicans have been isolated, especially in elderly immunocompromised patients. E. coli and gas-producing Staphylococcus aureus, Proteus mirabilis and Klebsiella pneumoniae species have also been isolated. 2 Generally these patients present with lower abdominal pain, fever, hematuria, pyuria and very rarely pneumaturia. Simple abdominal X-ray shows the presence of gas with lineal distribution of multiple bubbles. In severe cases symptoms suggest acute abdominal or pelvic pathology with bladder mucosa detachment, gangrene and septic symptoms that urgently require surgical antibiotic treatment. The majority of cases are clinically moderate ones that respond to treatment despite alarming radiological or ultrasound imaging studies. 3 Simple abdominal X-ray is generally diagnostic and is confirmed by CAT. The site is localized along with the extension of collected gas, excluding abscess and fistula formation. Intravenous urography can demonstrate gas extension toward the ureters, the kidney or the adrenal gland which is associated with significant morbimortality. Cystoscopy can show the presence of air bubbles inside the bladder mucosa but in general is not indicated due to the risk of propagating severe bacteremia. 4 The majority of these patients survive despite their associated diseases and weak medical condition, but there have also been several reports of death from the disease. Treatment includes appropriate antibiotic use, diabetes control and establishing urine drainage. Creatinine levels are a reliable indicator of disease progression and prognosis and patients with high creatinine levels are at greater morbimortality risk.
Surgical exploration with debridement or cystectomy is used in severe cases that do not respond to medical antibiotic treatment. Percutaneous drainage is also an acceptable measure that is used. 5, 6 • CONCLUSIONS Emphysematous cystitis is very rare and is diagnosed through imaging studies. Early diagnosis, adequate antibiotic treatment and occasionally surgical treatment are all important for avoiding an elevated mortality rate.
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